A retrospective review of 225 patients was made with regard to the symptoms of carcinoma of the oesophagus and gastric cardia, and the duration of the symptoms before medical attention was sought and before the establishment of the diagnosis. The age of the patients was 374-4 (mean 62 5) years (139 male, 86 female). The most common symptoms were dysphagia (93 %), loss of weight (46 %), vomiting (33 %), gastric pain (25 %) and thoracic pain (21 %).
Introduction
Carcinoma of the oesophagus is more common in Finland than in many countries, the incidence of the disease being about twice that of other Scandinavian countries (Appelqvist, 1972) . It has been shown to be somewhat more common in men (Segi, Kurihama and Matsyama, 1969) , but according to Appelqvist (1972) the disease in south and southwestern Finland is more common among women.
Appelqvist also reported that it occurs on the whole more often in southern Finland than in northern
Finland and that about 10% of the patients had a factor commonly recognized as predisposing to this disease (lye-stricture, benign ulcer).
The symptoms of cancer of the oesophagus and gastric cardia are often minor for a long time, which thus makes the early establishment of the diagnosis difficult. Often the patient seeks medical attention only after several months, and occasionally more than a year after the onset of symptoms (Appelqvist, 1972; Inberg et at., 1974) . If this initial contact with a physician does not result in further studies which can establish the diagnosis, there may be an additional delay of several months, or even a year, before the diagnosis is established (Hegeman and Geldmacher, 1962; Appelqvist, 1972) .
The most common symptoms of the disease are dysphagia, loss of weight, pains in the chest, stomach, throat and at times, in the back (Dietrich et al., 1964; Appelqvist, 1972; Inberg et al., 1974) . Watson (1933) , Stranahan, Gobbel and Olsson (1954) , Le Roux (1961) and Appelqvist (1972) have reported dysphagia to be the most common initial symptom, occurring in 59-73% of their patients as the initial symptom. Other symptoms, especially in tumours of the upper part of the oesophagus, are cough, hoarseness, and a sensation of a lump in the throat or oesophagus. Other common symptoms are anorexia, hiccups and dyspepsia, as well as anaemia, haemoptysis and bloody stools in tumours of the lower part of the oesophagus and gastric cardia (Stranahan et al., 1954; Dietrich et al., 1964; Appelqvist, 1972) .
When a patient complains of such symptoms the possibility of malignancy must always be kept in mind and studies to determine the cause of the symptoms must be initiated without delay. Radiological examinations inconvenience the patient only slightly and are thus valuable diagnostic tools before endoscopy (Dietrich et al., 1964 ) although false-negative results can occur in as many as 30% of patients (Appelqvist, 1972; Borgeskov, Egedorf and KruseBlinkenberg, 1976) . The diagnostic reliability of endoscopy in patients with carcinoma of the oesophagus is good (Appelqvist, 1972; Borgeskov et al., 1976) . Diagnostic difficulties occurring both in conjunction with endoscopy and X-ray examinations are more common in carcinoma of the gastric cardia (Appelqvist, 1972 Materials and methods Patients treated at the University of Oulu Central Hospital, over the period 1964-77, for carcinoma of the oesophagus and carcinoma of the gastric cardia were reviewed retrospectively in regards to the symptoms, their duration before seeking medical attention and before the establishment of the diagnosis, and as to which were the examinations which initially revealed the correct diagnosis.
The study was made up of 225 patients (139 male, 86 female). The patients' age at the time of diagnosis varied from 37-84 (mean 62 5) years. Clinical examination, routine laboratory tests, barium swallow X-ray and endoscopy were performed on all of the patients. All diagnoses were verified histologically, either on the basis of biopsies taken upon endoscopy or from specimens obtained at surgery. The histological groupings were as follows: 90% (124/138) of the tumours of the oesophagus were epidermoid carcinomas, 9% (12/138) adenocarcinomas and 1 % (2/138) were unclassified carcinomas. 94% (82/87) of the tumours of the gastric cardia were adenocarcinomas and 6 % (5/87) were unclassified carcinomas. Sixty-one per cent. (138/225) of all the tumours were located in the oesophagus and 39 % (87/225) were located in the gastric cardia.
Of the X-ray contrast examinations, 24% had been performed initially in examination centres outside our hospital, but only 8 % of the re-examinations were performed elsewhere. Oesophagoscopies were performed in our hospital.
The operability of the whole material was 39% (32% of the patients with oesophageal carcinoma and 49% of patients with carcinoma of the gastric cardia were operated on).
The results were analysed statistically at the Computer Centre of the University of Oulu using the X2 test for grouped distributions.
Results
The most common symptoms were dysphagia The duration of symptoms in carcinoma of the upper third of the oesophagus before diagnosis was an average of 3-9 months. The corresponding figure was 3-7 months for carcinoma of the middle third and 4 5 months for the lower third, and 4-3 months for carcinoma of the gastric cardia (Table 2) . A significantly greater proportion of patients with carcinoma of the middle third of the oesophagus were diagnosed within 3 months of the initiation of symptoms (64%) than patients with carcinoma of the cardia (43 %; P < 0 05). Likewise, a significantly greater portion of the patients with carcinoma of the gastric cardia (30%) than those with carcinoma of the middle third of the oesophagus (23 %; P < 0-05) were diagnosed 3-6 months after the onset of symptoms. There were no other significant differences between the various groups in regards to the amount of time required before the establishment of the diagnosis. The frequency of early diagnosis declined along with the descending location of the carcinoma. Medical attention was sought by 17% of patients within a month of the onset of symptoms, by 60% within 3 months, by 88% within 6 months and by 96% within 12 months. Only 4% of the patients sought medical attention after more than a year's duration of the symptoms.
The average delay between the time of the initial contact with a physician and the time of diagnosis was 5 weeks (1 day-5 months), the diagnosis, thus, usually being achieved quite rapidly. The establishment of the diagnosis required an average of 4 weeks from the time of the initial contact in tumours of the upper and middle thirds of the oesophagus, 5 weeks in tumours of the lower third of the oesophagus and 5 5 weeks in carcinoma of the gastric cardia. Considerable delay was present (2-5 months) in one case of a tumour of the cervical oesophagus, and in five cases of carcinoma of the gastric cardia (3-5 months).
In 19% (43/225) of cases there was a failure upon the initial medical visit to make the correct diagnosis or to refer for further examinations which could have established the correct diagnosis. This caused delay of 2-5 months, (average 3 5), in the establishment of the diagnosis.
All of the cases of carcinoma of the oesophagus and 98 % of the cases of carcinoma of the gastric cardia were suspected upon the X-ray contrast studies, no significant difference existing in this respect. Oesophagoscopy lead to the correct diagnosis in all but 3 patients, the correct diagnosis being established later upon operation.
Discussion
The distribution of the tumours by location in our patients corresponds well to previous reports (Stranahan et al., 1954; Lee, Thompson and De Luccia, 1967; Bateson, 1969) , although there was relatively less carcinoma of the gastric cardia than reported by Appelqvist (1972) .
Dysphagia and pain were present in our patients in approximately the same degree as reported by Appelqvist (1972) . Respiratory symptoms were less commonly reported, which can be explained in part by the fact that there were relatively few cases of carcinoma of the upper part of the oesophagus in which these symptoms are prominent (Appelqvist, 1972) . Loss of weight, vomiting, pain and other systemic symptoms are more common in carcinoma of the lower oesophagus and gastric cardia. Gastrointestinal bleeding occurred less frequently in this material than in that reported by Appelqvist (1972) . as carcinoma of the cardia which bleeds was relatively less common in our material. The symptoms reported by our patients corresponded well to those reported by Inberg et al. (1974) in terms of dysphagia and weight loss, and to those reported by Stranahan et al. (1954) in terms of dysphagia, pain and bleeding.
There were no significant differences in the duration of symptoms before medical attention was sought and the time needed for the establishment of the diagnosis when compared to the corresponding times reported earlier from Finland (Appelqvist. 1972; Inberg et al., 1974) . This shows that the great distances which patients must travel in seeking medical attention, the sparse population and limited number of treatment facilities in northern Finland have not significantly influenced the figures. Lee et al. (1967) reported that patients with a tumour in the upper part of the oesophagus, and Appelqvist (1972) that patients with dysphagia, both seek medical attention more quickly than patients with other symptoms. Stranahan et al. (1954) and Neset (1967) reported that their patients sought medical attention on average 5-6 months after the onset of symptoms, our results thus being better in this respect.
The delay between the first visit at the doctor's office and the establishment of the diagnosis was of the same degree as that reported by Appelqvist (1972) . He also reported that in as many as 45 % of his patients there was a failure to refer for further study or to make the correct diagnosis upon the first medical contact, which resulted in a delay of 19 weeks before diagnosis in these patients. Our corresponding value of 19 % is much more reassuring, but the reason for this difference canno. fully be explained. There was no difference in the duration of symptoms. Long delays of over half a year, or even a year, between the initial medical contact and the establishment of the diagnosis did not occur amongst our patients.
X-ray examination resulted in either the correct diagnosis or suspicion of malignancy more often than reported by Appelqvist (1972) ; this could be due to the development in radiological techniques over the decade.
Sufficient knowledge of the symptoms of carcinoma of the oesophagus and cardia and an active role on the part of the physician in searching for the diagnosis as well as education of the public to seek early medical attention, would all help in achieving more rapid diagnosis of these diseases and might thus improve the results of treatment. Contrast X-ray studies, endoscopy and histological and/or cytological specimens, taken in conjunction with endoscopy, are the diagnostic tools of choice. Due to the only slight inconvenience of X-ray examination to the patient we recommend it as the primary examination in patients in whom carcinoma of the oesophagus is suspected. Endoscopy should be performed without hesitation in patients in whom there is a positive X-ray finding and in patients in whom the X-ray diagnosis is not sufficient to explain the patients' symptoms. Lately, fiberoscopic endoscopy has often taken the place of radiological examinations as the primary diagnostic tool in diseases of the stomach (Salaspuro, 1980) .
